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Volume 50, Number 6 Abstracts 1537for surgical reconstructions. Furthermore, this technique may be helpful as a
bailout maneuver for a misplaced endograft. The long-term durability of this
procedure is unknown and requires further study.
Cutting Balloon Angioplasty to Relieve Femoral Artery Occlusion
Associated with a Vascular Closure Device
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Background: Vascular closure devices have been increasingly used in
the setting of endovascular arterial procedures to achieve rapid hemostasis,
avoid the discomfort of manual compression, and accelerate patient recov-
ery. These devices are not without complication, however; among them is
arterial occlusion. Treatment of such complications has traditionally re-
quired open surgical repair, which is often undesirable given the comorbidi-
ties common to patients undergoing such procedures. We describe two cases
of femoral artery occlusion secondary to the use of suture-mediated vascular
closure devices successfully treated with cutting balloon angioplasty.
Case report: Patient 1. A 79-year-old woman developed a cold,
pulseless right lower extremity immediately after coronary angiography
through right femoral access. A Perclose vascular closure device (Abbott,
Abbott Park, Ill) had been used to close the site of the arterial puncture.
Angiography from the contralateral groin confirmed occlusion of the right
common femoral artery (Fig 1, A). The occlusion was successfully traversed
with a guidewire. Initially, standard angioplasty of the lesion was attempted,
without improvement. Repeat angioplasty using a 7-mm cutting balloon
(Boston Scientific, Letterkenny, Ireland) resulted in complete restoration of
arterial luminal patency and normal pedal pulses (Fig 1, B). Patient 2. A
25-year-old man with a history of congenital heart disease presented with
complaints of short distance claudication and numbness in the right leg since
a cardiac catheterization was done through a right femoral access 1 day
earlier. Again, a Perclose device had been used to close the site of arterial
puncture. Duplex imaging confirmed occlusion of the right common fem-
oral artery. Based on our experience with Patient 1, we proceeded directly
with angioplasty using a 5-mm cutting balloon from a contralateral ap-
proach. The angioplasty was successful in cutting the Perclose suture and
resulted in successful re-establishment of right lower extremity flow (Fig 2).
Discussion: Occlusive complications secondary to suture-mediated
closure devices are usually the result of inadvertent posterior wall puncture
and subsequent apposition of the anterior and posterior walls by the suture
during deployment of the device. Therefore, it is not surprising that initial
standard balloon angioplasty failed in Patient 1. In fact, further attempts
would likely have torn the artery or at best just loosened the suture. In
contrast, the atherotomes of the cutting balloon directly addressed the
underlying problem by incising and releasing the monofilament suture itself
and obviated the need for open surgical intervention in these two patients.
To our knowledge, the use of cutting balloon angioplasty for this purpose
has not been previously described in the medical literature. Based on our
small experience, we believe that this technique has utility in the manage-
Fig 1. A, Angiography from the contralateral groin confirmed
occlusion of the right common femoral artery. B, Repeat angio-
plasty using a 7-mm cutting balloon resulted in complete restora-
tion of arterial luminal patency and normal pedal pulses.ment of patients who develop arterial occlusion after the use of a suture
mediated closure device.
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Background: An 87-year-old woman presented with a history of
previous right femoral-to-left femoral artery bypass grafting performed for
claudication approximately 2 years earlier at a small community hospital.
Complicating her postoperative course was difficult wound healing of both
groins. She now presented with purulent drainage from the left groin, with
evident infection of the prosthetic bypass material.
Methods: Computed tomographic angiography showed chronic total
occlusion (CTO) of the left common iliac artery (CIA) as seen previous to
the extra-anatomic bypass procedure as well as evidence of the infection
incorporating the prosthetic femoral-to-femoral graft. Subsequent angiog-
raphy was performed with repeat cannulation of the chronically occluded left
CIA. Access to the left iliac vasculature was obtained with a cutdown of the
patent superficial femoral artery in the midthigh, well removed from the
infected left groin. Attempts to cross the CTOof the left CIAwith antegrade
and retrograde approaches were complicated by subintimal dissection planes
extending beyond the intended treatment site. A subintimal snare technique
was therefore incorporated. This involved snaring a Glidewire passed ante-
grade from the right femoral access with a snare passed retrograde from the
left femoral access. The actual snare was performed in the subintimal plane of
the left CIA CTO. With successful crossing of the CTO now assured, the
lesion was treated with balloon-mounted stenting, resulting in an excellent
angiographic and clinical result. The infected femoral-to-femoral bypass
graft was subsequently removed, with vein patch angioplasty of both com-
mon femoral arteries. The patient had an uneventful recovery. All operative
wounds have healed, and normal perfusion has been maintained to both
lower extremities.
Results: This case represents a modified endovascular option for treat-
ment of an infected prosthetic graft. Other treatment options would have
posed significantly higher complication risks for this patient. The subintimal
snare technique incorporated during this case has been reviewed since its
inception (within the practice) approximately 26 months ago. During this
time, a retrospective analysis reveals that the primary author has treated 22
CTOs of CIAs. Five of these were crossed with relative ease with either direct
antegrade or retrograde wire passage. The remaining 17 cases showed
evidence of subintimal dissection beyond the target lesion with attempts at
simple wire passage. The subintimal snare technique was therefore used in
each case without failure. Balloon-mounted stents were used in all cases and
successful recannulation was achieved. There were no complications involv-
ing extension of dissection beyond the treated lesions. All treatment sites
have remained patent, albeit for a fairly short follow-up period. Patent
internal iliac arteries beyond the CIA CTOs have been spared with this
technique.
Conclusions: The subintimal snare technique used to cross and sub-
Fig 2. A, Flow to the right lower extremity, which was blocked by
the Perclose suture was (B) restored after angioplasty.sequently recannulate CTOs of CIAs is reliable, safe, and, thus far, a durable
means of treatment. This technique assures crossing of CTOs from true
